absorbed, the antrum suddenly blew out like a small air balloon and completely filled the cyst cavity, and then by the varying nasal pressure this was sucked in and blown out again seVeral times. The after-history of this case was most interesting and instructive, and perhaps remarkable. I packed the cyst cavity very lightly for twenty-four hours, just sufficiently to keep my usual gum-flap in position, and healing was rapid and uneventful. But the interesting point is that bone actually grew again between the lining on the inner cyst wall and the lining membrane of the antrum and in a few months the condition was apparently quite normal. This condition of affairs, therefore, where the lining membrane of the cyst may be in actual contact with the lining membrane of the antrum, but back to back so to speak, with no bone intervening, is another very good reason for leaving the epithelial lining on the inner wall of the cyst, and its removal would almost certainly open the antrum and complicate the condition considerably and quite unnecessarily.
I will now show you some skiagrams of a few representative cases of these cysts, and some showing regeneration of bone after operation (slides 1 to 30).
An interesting point I have noticed in many of these cysts is that when large they are often not quite globular in outline, as one would expect, but appear to be partly loculated. Now this may be due to a peculiar burrowing propensity on the part of the growing epithelium (slides 2, 3, p. 7), but it also seems that in some cases (slides 4, p. 7, and 6, p. 8) it may be due to the original cyst, during its growth, encroaching upon the root of another tooth and thereby starting the epithelial remnants in the periodontal membrane of that tooth to grow and form another cyst which afterwards coalesces with the original cyst. This apparently may occur even when the pulp of that tooth is alive, as in the cases shown. This point is confirmed also by two cases I brought before this Section several years ago of dental cysts around the roots of living teeth, which seemed to have arisen around those teeth and were not merely encroaching cysts. This is not at all in conformity with the work and deductions of Warwick James and Counsell, who have shown that the epithelium in granulomata and cysts arises from the gum epithelium which has grown in via a sinus from a " dead " tooth; but at the same time these observations do seem to point to the pos3ibility of the epithelial remnants in the periodontal membrane taking on active growth, though I can show no histological evidence to that effect.
I will now describe to you a few unusual forms of dentigerous cysts that I have had to deal with.
The first one (slide 31, p. 9) is that of a dentigerous cyst of a maxillary supernumerary incisor. In teaching the diagnosis of a dentigerous cyst one had always mentioned that a tootlh would generally be missing from the arch, but not necessarily, as it might be growing from a supernumerary, but until I came across this one in 1926 I had never observed one nor seen one described. Since that date, however, I have seen three further cases described. This one, as its appearance indicates, was simple to deal with and healed rapidly.
The second case (slide 32) is a dentigerous cyst of a right mandibular third molar.
Incidentally such cysts in this situation are fairly common, and I have operated upon six in the last five years. The interesting point about this particular case is the fact that the whole of the crown was not free into the cyst as has always been -the case with dentigerous cysts in my experience. As is seen from the skiagram only about one quarter of the crown is exposed to the cyst cavity, the remainder of the crown being deep in and surrounded by bones and gum tissue. Also the tooth is partially inverted and the under surface of the root is denuded of bone, but in contact with the lining membrane of the cyst. It might be argued that this was a dental cyst caused by infection from the surface behind the second molar, but it was so deep as to preclude this suggestion, in my opinion. This case I operated upon 6 by the usual method after removing the tooth. It healed readily, and the regeneration of bone was rapid (slide 33) . The third case (slides 34, 35 (p. 7), 36) is what one might call a compound dentigerous cyst, if I may suggest a new term in the nomenclature of such cysts. It had the crowns of three teeth, all presenting into and uncovered in the same cyst, the roots being fixed in varying degree in the bony wall. As far as my experience goes this is quite unique. There was also one other unerupted tooth buried in the bone immediately adjacent to the cyst. The cyst was in the middle line of the mandible, and the three teeth presenting into the cyst were the right second incisor, aF right supernumerary incisor and & left supernumerary incisor, the buried tooth being the left second incisor. The lowest tooth of all, namely the right second incisor, had its apex presenting through the lower border of the mandible and not covered by any bone. This is well shown in the skliagram, and could be easily felt with the finger. It might be argued that this case started as a dentigerous cyst upon one tooth, possibly the lowest one, and that the other teeth presenting into it were merely unerupted teeth laid bare by absorption of bone during the enlargement of the cyst, but from the extreme similarity in which all!three crowns were presenting into the cyst, one is rather forced to the conclusion that it was a case of simultaneous development of dentigerous cyst upon all three teeth, and that these three original cysts eventually joined up into one. There are are no special points to recount in the operation. In order to assist I removed the two first incisors, and the healing and obliteration were normal. These teeth were low down and the cyst so large that I thought it inadvisable after opening the cyst to. leave either of the teeth involved in position, as advised by Sprawson in some cases. As the patient was of middle age, it seemed unlikely that the teeth would ever rise into position.
With regard to the histological examination of the lining membranes of these cysts, both dental and dentigerous, all those cases that I have examined have had the quite normal appearance of two or three layers of small epithelial cells with occasional bare patches.
I may add finally that every one of these cysts upon which I have operated has become completely obliterated, and in a space of time varying from three months to two years each one has resulted in either a mere depression on the outer wall of the jaw in the sulcus or has become so completely obliterated as not to be recognizable at all other than by a slight puckering of the mucous membrane. SLIDES SHOWN.
1. Small dental cyst of mandible. Suitable for operation by" closed" method.
2. Large dental cyst of mandible-somewhat loculated.
Dental cyst of mandible-loculated.
4. Large dental cyst of mandible, originating from first molar which has been lost, but with special extensions under thie second premolar and the second molar, both of which teeth had living pulps. 5. Showing regeneration of bone after six months in case shown in slide 4. 6. Large dental cyst of mandible originating from second molar root, with special extension under second premolar, which had a living pulp. 7. Showing regeneration of bone after eight months in case shown in slide 6. 8. Dental cyst of mandible. 9. Showing regeneration of bone after seven weeks in case shown in slide 8. 10. Dental cyst of mandible. 11. Multiple dental cysts of mandible. 12. Multiple dental cysts of mandible. 13. Dental cyst of maxilla in incisor to canine region.
